SUMMARY Polyarthritic episodes in seven patients during the course of chronic sarcoidosis involved the knees and less frequently other joints. Synovial effusions were non-inflammatory or mildly inflammatory. Needle synovial biopsies 10 days to seven weeks after the onset of joint symptoms have revealed varying patterns, including mild lining cell proliferation, occasional vascular congestion, diffuse infiltrates with lymphocytes and histiocytes, but no granulomas. These studies show distinctly less inflammation than in rheumatoid arthritis. Granulomas need not be identifiable in synovium in all chronic sarcoidosis with arthritis.
frequently recognised during the course of chronic disease. 3 When an arthropathy does appear under the latter circumstances, a problem in differential diagnosis may arise if the nature of the underlying disorder has not been established, or if the possibility of some coincidental arthritis has to be entertained. The arthritis which may accompany chronic sarcoid arthritis may be acute and evanescent, intermittent with relapses and remissions, or progressive leading to joint destruction.f Differentiation from rheumatoid arthritis may not always be easy, because systemic manifestations such as weight loss, tiredness, and sweating are common to both, rheumatoid factor accompanies chronic sarcoidosis in up (Table 1) Four of the seven patients had initially presented with constitutional symptoms including anorexia, weight loss, or fever. All had pulmonary involvement, but this varied from asymptomatic hilar lymphadenopathy (without erythema nodosum) to severe respiratory impairment with productive cough and shortness of breath. Two patients (cases 3 and 7) had biopsy proved hepatic granulomas and patient 4 had hepatomegaly. These three had splenomegaly. Case 3 had conjunctival granulomas and case 7 had radiological evidence of bone involvement. Compatible skin lesions were present in five patients with biopsy proof of granulomas in patients 1 and 3.
All patients had at least two joints involved. Lower limb joint involvement, particularly of the knees, predominated and was usually symmetrical. Upper limb joint involvement was less common and tended to be asymmetrical. Morning stiffness was only an occasional minor complaint. Arthritis had persisted as long as one year before examination, though most patients were seen during the first 2-7 weeks of the arthritis.
The interval between the appearance of symptoms attributed to the onset of sarcoidosis and initial joint manifestations varied from three weeks to The histological appearances were heterogeneous. SYnovitis with nioni-specific histological changes in synovium in chronic sarcoidosis 781
Fibrin deposition on the synovial lining ceils was usually present but was inconspicuous and discontinuous. Synovial hypertrophy and hyperplasia were likewise variable, being absent in some specimens but forming a mantle some 5-7 cells deep in others (Fig. 1) . The size of specimen available did not allow for an adequate evaluation of villous hypertrophy, but some increased complexity of these structures was seen.
There As chronic sarcoidosis may run a course of many years in patients who may be immunologically compromised (both as a result of their disease 7 and through long continued corticosteroid therapy), other types of arthritis such as infective arthritis might well be occasionally encountered. It was our experience in reviewing the case notes of all patients with sarcoidosis and arthritis that documented unrelated disorders which might have contributed to the synovial pathology were in fact common. Such cases were excluded from this study. The earlier diagnosis and treatment of the arthritis as rheumatoid arthritis, the diagnosis and treatment of the illness at its onset as tuberculosis, a history of non-specific urethritis, and the culture of Aspergillus fumigatus from a granulomatous node in patients with otherwise typical sarcoid disease were among associated problems encountered. Although it was not practical to exclude patients treated with corticosteroid therapy from this series, the possibility of corticosteroid induced osteonecrosis was considered in the differential diagnosis.18
Our principal conclusions are that a non-caseating granulomatous reaction is not necessarily a readily detectable histological feature of the episodic polyarthritis which may evolve in the course of chronic systemic sarcoidosis, and that synovial fluid from the involved joints is usually of a non-or mildly inflammatory type even though the onset of the arthropathy may be acute and dramatic. The preponderance of mononuclear cells in the synovial fluid is similar to the findings in most previous reports." 13 
